Background {#Sec1}
==========

Poor oral health status in children is a growing public health concern worldwide, as it has been reported to correlate not only with the physical well-being of children as they grow into adults but also with their socioeconomic status (SES) \[[@CR1], [@CR2]\], and therefore, promotion of oral health, especially prevention of dental caries, from an early stage in life needs considerable attention.

Schools are known to be important avenues for children to acquire knowledge about health \[[@CR3], [@CR4]\]. A healthy school, or a health-promoting school (HPS), is a comprehensive school-based concept aimed at developing healthy lifestyle habits, preventing diseases and injuries, and promoting the health of children engaged in school activities through a multisectoral approach \[[@CR3], [@CR5], [@CR6]\]. Promotion of oral health in children is recognized as one of the components of HPSs and the relevant frameworks have been applied worldwide \[[@CR2], [@CR4]\]. Although not many HPS programs focus on oral health, there are some school-based interventions for reducing dental caries of children \[[@CR1], [@CR2], [@CR5], [@CR7], [@CR8]\].

Guidelines for HPSs of the World Health Organization (WHO) address the importance of developing a supportive environment in schools for promoting children's health \[[@CR2], [@CR5], [@CR9]\]. For the promotion of children's health, individual factors influencing children's oral health, such as their lifestyles and caretaker's attitude, also need attention \[[@CR10], [@CR11]\]. Efforts have been oriented toward establishing policies for safe environments in schools to prevent injuries and secure safe water \[[@CR5], [@CR9]\]. However, few practices have yet addressed supportive school environments for promoting children's oral health.

Besides these school-based programs, previous studies have explored the SES in children's communities and their status of dental caries \[[@CR12]--[@CR16]\], indicating the importance of considering the socioeconomic characteristics of living areas for promoting oral health of children. However, only a few studies have analyzed the independent relationships between status of dental caries of Japanese children and school-based programs and socioeconomic characteristics of living areas.

This study aimed to evaluate the status of dental caries in school children at HPSs, with the objective of examining the impact of a supportive school environment for oral health, considering the lifestyles of individual children and the socioeconomic characteristics of their communities.

Methods {#Sec2}
=======

Health database {#Sec3}
---------------

Ichikawa city, located in a suburb of Tokyo with a population of 490,000 as of 2017 \[[@CR17]\], is characterized by communities with a diverse socioeconomic profile. The city launched its own healthy school program in 2005 including oral health programs \[[@CR18]\]. As part of the HPSs in Ichikawa city, oral health checkups and questionnaire surveys among 5th-grade students in elementary public schools had been conducted in the selected 5--8 schools annually since 2008.

The program focuses on evaluating the status of dental caries in the permanent teeth of 5th-grade children (aged 10--11 years), which is in the late mixed dentition period for children getting permanent teeth. Children of 5th grade were expected to show greater participation rates than those of 6th grade, the final year of elementary school. Data from oral health checkups conducted from 2008 to 2013 and those from 21 schools were compiled. A questionnaire survey on the lifestyles of children was conducted in the same schools where oral health checkups were conducted. Clinical dentists delegated by the Ichikawa Dental Association examined children in each school. Dentists included in this study participated in a training using standardized visual materials before they conducted the dental examination of children. The status of dental caries was assessed through visual examination and probing, and recorded using the decayed, missing, and filled permanent teeth (DMFT) index. Decayed teeth were detected through untreated carious lesions with obvious cavitation, and missing teeth were counted if they were missing due to caries \[[@CR19]\].

Oral health-related questions were selected from the children's lifestyle questionnaire and answers to multiple-choice questions were dichotomized in the analysis. The answer to the first question on breakfast habit was categorized based on whether they eat breakfast or not ("eat alone" or "eat with family" as "Yes" and "often skip breakfast" or "usually do not eat breakfast" as "No"), and other questions were categorized based on the median value of answers to the questions: "Do you eat breakfast on every school day?" (Yes/No), "Do you always eat green and yellow vegetables?" (Yes/No), "How often do you eat sweet snacks (candy, chocolate, chewing gum, ice cream, etc.) in a week?" (≤ 2 days/≥ 3 days), "How often do you drink sweetened drinks (juice, liquid yogurt, sports drink, etc.) in a week?" (≤ 2 days/≥ 3 days), and "Do you use toothpaste containing fluoride for brushing?" (Yes/No or Not Sure).

Among 2573 eligible children, 2489 (96.7%) participated in the program and those with missing values were excluded from the analysis. Complete data of 2043 5th-grade children (79.4% of eligible children) were obtained with the cooperation of the Ichikawa Dental Association and used for the analysis.

School environment survey {#Sec4}
-------------------------

A questionnaire survey of elementary schools was conducted to determine the status of water supply facilities for their classrooms and whether they allocated tooth-brushing time in the school. Since public elementary schools in Japan offer school lunch to their students according to National law \[[@CR20]\] and children usually spend their lunch time together in their classrooms, the existence of school-based after-lunch tooth-brushing time at the time of oral health checkups was used to assess the school environment for tooth-brushing. The results of the school survey were analyzed with the individual children's database.

Community characteristics based on the census data {#Sec5}
--------------------------------------------------

To obtain an overview of the relationship between children's SES and status of dental caries, their parents' marital and education statuses are recognized as being among the factors that capture and explain the community characteristics \[[@CR21]--[@CR23]\]. To apply these variables to children's data, the regional rate of single-parent families and university graduates was evaluated as the "community characteristics" in this study. These data were obtained from the National Census of 2010 \[[@CR24], [@CR25]\]. The rate of households with school-age (aged 6--18 years) child/children and a single-parent relative to the total number of households of school-age child/children was calculated as the "percentage of single-parent families in the community," and the rate of people who had graduated from university/graduate schools per total number of people with any academic background among persons aged 15 years or older was calculated as the "percentage of university graduates in the community." The census data were obtained at each street level and classified as per districts of the schools. These allocated school district-level data were then divided into quartiles (Q1--Q4) based on 21 school areas and included in the analysis so that the most deprived group (highest rate of single-parent families and lowest rate of university graduates) was included in the last quartile (Q4). Data of quartiles were compared with data of children from schools.

Data analysis {#Sec6}
-------------

Chi-square test was used to test the associations among the lifestyle questionnaire, community characteristics, and school environment pertaining to after-lunch tooth-brushing by children's gender and presence of caries. As DMFT scores were not normally distributed (Shapiro--Wilk test: *P* \< 0.001), mean DMFT scores were compared using Mann--Whitney *U* test and Kruskal--Wallis *H* test. Considering the skewed distribution of DMFT scores, Poisson, zero-inflated Poisson (ZIP), negative binominal, and zero-inflated negative binominal (ZINB) regressions were employed for modeling the count data of DMFT. Although Poisson and negative binominal regressions do not require the assumption of the normality of data, negative binominal regression is preferred over Poisson regression model, as negative binominal model can handle over-dispersed data whose variance scores largely exceed the mean score. Furthermore, zero-inflated models (i.e., ZIP and ZINB) account for data with excess zeros \[[@CR26]--[@CR28]\], and to choose the model with a better fit for the study, a likelihood-ratio test was adopted to compare ZINB and ZIP models, as ZIP model is nested in ZINB \[[@CR27]\]. Moreover, Vuong's test was conducted for a non-nested comparison of ZIP with Poisson and ZINB with a standard negative binominal model \[[@CR28]\]. In addition, comparison of Akaike information criterion (AIC) followed as a measure of goodness-of-fit of the models with the preference for the lowest value. Finally, the ZINB regression model was adopted to assess the effects of independent variables on DMFT scores. The same independent variables were included in all the analyses, and children with missing data were excluded from the study. As children are nested within schools and their lifestyles may vary according to the schools that they attend, multilevel ZINB regression was also considered to identify whether the association between DMFT scores and other variables still exists after accounting for the differences between schools, with the school used as a grouping factor and use of a random intercept model. Data were analyzed using RStudio version 1.1.463 (RStudio Inc., Boston, MA, USA) and IBM SPSS Statistics for Windows, version 23.0. (SPSS Inc., Chicago, IL, USA), with the significance level set at 0.05.

Results {#Sec7}
=======

Among the 2043 children aged 10--11 analyzed, the percentage of male children was 53.1%. The prevalence of dental caries in the permanent teeth was 33.3% (*n* = 680). DMFT scores ranged from 0 to 12, with a median score (10th percentile, 90th percentile) of 0 (0, 3) and a mean score (± SD) of 0.83 ± 1.50.

Table [1](#Tab1){ref-type="table"} presents distribution of lifestyles of the children classified by gender. The percentage of female children who reported a higher frequency of eating sweet snacks (≥ 3 days/week) was higher than that of male children (*P* = 0.025), and the percentage of female children who reported a higher frequency of drinking sugar-sweetened drinks (≥ 3 days/week) was lower than that of male children (*P* = 0.011). All the schools were equipped with water supply facilities (water taps) in their classrooms, which the children could use for brushing their teeth. Seven schools reported having allocated a specific time after-lunch tooth-brushing time for the children. Integration of the results of the school environment survey with the individual children's database showed that 27.8% children attended schools that had allocated a specific time for after-lunch tooth-brushing (Table [1](#Tab1){ref-type="table"}). The percentage of single-parent families by school areas ranged from 7.54 to 16.17% and the percentage of university graduates ranged from 12.83 to 38.48%, in 21 school areas, respectively. Table 1Lifestyle behaviors, school environment for after-lunch tooth-brushing, and community characteristics of children, 2008--2013 (*n* = 2043)TotalMaleFemale*P*^1^*n*%*n*%*n*%All Children2043100%108453.1%95946.9%*Lifestyle behaviors* Do you eat breakfast on every school day?  Yes195495.6%103395.3%92196.0%0.412  No894.4%514.7%384.0% Do you always eat green and yellow vegetables?  Yes90144.1%46242.6%43945.8%0.151  No114255.9%62257.4%52054.2% How often do you eat sweet snacks in a week?  ≤ 2 days97247.6%54149.9%43144.9%0.025\*  ≥ 3 days107152.4%54350.1%52855.1% How often do you drink sweetened drinks in a week?  ≤ 2 days114556.0%57953.4%56659.0%0.011\*  ≥ 3 days89844.0%50546.6%39341.0% Do you use toothpaste containing fluoride for brushing?  Yes94846.4%49745.8%45147.0%0.594  No/Not Sure109553.6%58754.2%50853.0%*School environment* School has after-lunch tooth-brushing time  Yes56827.8%30127.8%26727.8%0.970  No147572.2%78372.2%69272.2%*Community characteristics* Percentage of single-parent families in community (%)  Q1 (7.54--9.59)50824.9%27425.3%23424.4%0.692  Q2 (9.94--10.99)55227.0%28326.1%26928.1%  Q3 (11.00--11.78)42420.8%22220.5%20221.1%  Q4 (11.86--16.17)55927.4%30528.1%25426.5% Percentage of university graduates in community (%)  Q1 (28.21--38.48)47023.0%25923.9%21122.0%0.515  Q2 (25.14--26.98)61530.1%31228.8%30331.6%  Q3 (22.70--24.13)43721.4%23221.4%20521.4%  Q4 (12.83--21.11)52125.5%28125.9%24025.0%*Q* quartile^1^Chi-square test by gender\**P* \< 0.05 (two-tailed)

Figure [1](#Fig1){ref-type="fig"} shows the skewed distribution of DMFT scores according to whether the school had allocated after-lunch tooth-brushing time. The percentage of zero DMFT children among those who attended schools that were and were not allocated after-lunch tooth-brushing time was 72.4% and 64.5%, respectively. Fig. 1Distribution of DMFT scores according to whether the schools had allocated after-lunch tooth-brushing time (*n* = 2043)

Table [2](#Tab2){ref-type="table"} presents the DMFT status and mean DMFT scores classified by gender, lifestyles, school environment, and community characteristics of children. In addition, mean DMFT scores in children with DMFT \> 0 were calculated. The percentage of children attending schools that had allocated after-lunch tooth-brushing time was higher in the children with DMFT = 0 (30.2%) than those with DMFT \> 0 (23.1%) (*P* \< 0.001). Mean DMFT score in children attending schools with after-lunch tooth-brushing time (0.74 ± 1.58) was lower than that in children attending schools without it (0.86 ± 1.47) (*P* = 0.002).

Table [3](#Tab3){ref-type="table"} shows model fit statistics of the four regression models. According to the results of likelihood-ratio test (ZINB vs. ZIP, *P* \< 0.0001), Vuong's test (ZIP vs. Poisson, *P* \< 0.0001 and ZINB vs. negative binominal, *P* \< 0.0001), and comparison of AIC, a better goodness-of-fit was suggested for ZINB in this study. Table 3Model fit statistics of regression modelsLog likelihoodAICPoisson− 2865.935759.86ZIP− 2339.214734.42Negative binominal− 2398.004826.00ZINB− 2326.184710.35*AIC* Akaike information criterion, *ZIP* zero-inflated Poisson, *ZINB* zero-inflated negative binominal (single level) Table 2DMFT status in children, 2008--2013 (*n* = 2043)DMFT = 0DMFT \> 0*P*^*2*^Mean DMFT (± SD)*P*^*3*^Mean DMFT among children with DMFT \> 0 (± SD)*P*^*3*^*n*%*n*%All children136366.7%68033.3%0.83 ± 1.502.49 ± 1.64Gender Male72853.4%35652.4%0.6510.78 ± 1.400.4922.39 ± 1.470.267 Female63546.6%32447.6%0.88 ± 1.612.59 ± 1.80*Lifestyle behaviors* Do you eat breakfast on every school day?  Yes131296.3%64294.4%0.0540.82 ± 1.500.042\*2.48 ± 1.650.533  No513.7%385.6%1.08 ± 1.552.53 ± 1.39 Do you always eat green and yellow vegetables?  Yes62545.9%27640.6%0.024\*0.78 ± 1.520.027\*2.53 ± 1.780.961  No73854.1%40459.4%0.87 ± 1.492.45 ± 1.54 How often do you eat sweet snacks in a week?  ≤ 2 days64947.6%32347.5%0.9610.77 ± 1.330.6422.30 ± 1.350.060  ≥ 3 days71452.4%35752.5%0.88 ± 1.642.65 ± 1.85 How often do you drink sweetened drinks in a week?  ≤ 2 days78257.4%36353.4%0.0870.79 ± 1.470.1022.48 ± 1.620.878  ≥ 3 days58142.6%31746.6%0.88 ± 1.552.49 ± 1.66 Do you use toothpaste containing fluoride for brushing?  Yes63346.4%31546.3%0.9600.83 ± 1.510.9732.50 ± 1.640.707  No/Not Sure73053.6%36553.7%0.82 ± 1.502.47 ± 1.63*School environment* School has after-lunch tooth-brushing time  Yes41130.2%15723.1%\< 0.001\*\*0.74 ± 1.580.002\*\*2.68 ± 1.970.480  No95269.8%52376.9%0.86 ± 1.472.43 ± 1.52*Community characteristics* Percentage of single-parent families in community (%)  Q1 (7.54--9.59)38428.2%12418.2%\< 0.001\*\*0.46 ± 0.94\< 0.001\*\*^✝^1.89 ± 0.96\< 0.001\*\*^✝^  Q2 (9.94--10.99)34825.5%20430.0%0.95 ± 1.642.58 ± 1.75  Q3 (11.00--11.78)32724.0%9714.3%0.50 ± 1.132.21 ± 1.37  Q4 (11.86--16.17)30422.3%25537.5%1.28 ± 1.852.80 ± 1.80 Percentage of university graduates in community (%)  Q1 (28.21--38.48)36326.6%10715.7%\< 0.001\*\*0.45 ± 1.01\< 0.001\*\*^✝^1.99 ± 1.19\< 0.001\*\*^✝^  Q2 (25.14--26.98)35926.3%25637.6%1.09 ± 1.692.63 ± 1.67  Q3 (22.70--24.13)32623.9%11116.3%0.55 ± 1.172.16 ± 1.39  Q4 (12.83--21.11)31523.1%20630.3%1.08 ± 1.772.74 ± 1.83*DMFT* decayed, missing, and filled permanent teeth, *Q* quartile, *SD* standard deviation^2^Chi-square test by DMFT existence^3^Mann--Whitney *U* test for mean DMFT score by gender and questionnaire answer patterns^✝^Kruskal--Wallis *H* test for mean DMFT scores by community characteristics quartiles\**P* \< 0.05 (two-tailed)\*\**P* \< 0.01 (two-tailed) Table 4ZINB regression models of associations between independent variables and children's DMFT status (*n* = 2043)Zero-inflated modelCount modelSingle levelMultilevelSingle levelMultilevelOR^a^95% CIOR^a^95% CIIRR^b^95% CIIRR^b^95% CIFixed effectsFixed effectsGender (female vs. male)0.990.78--1.261.010.79--1.291.080.94--1.241.090.95--1.26*Lifestyle behaviors* Do you eat breakfast on every school day? (Yes vs. No)1.580.83--3.011.500.81--2.790.890.65--1.230.860.63--1.17 Do you always eat green and yellow vegetables? (Yes vs. No)1.220.95--1.551.230.96--1.571.090.94--1.251.090.95--1.25 How often do you eat sweet snacks in a week? (≤ 2 days vs. ≥ 3 days)0.870.68--1.130.890.69--1.150.80\*\*0.69--0.930.84\*0.72--0.97 How often do you drink sweetened drinks in a week? (≤ 2 days vs. ≥ 3 days)1.270.98--1.641.270.98--1.651.080.93--1.251.080.94--1.25 Do you use toothpaste containing fluoride for brushing? (Yes vs. No/Not Sure)0.990.77--1.260.940.73--1.211.030.89--1.190.980.85--1.13*School environment* School has after-lunch tooth-brushing time (Yes vs. No)1.63\*\*1.19--2.211.47\*1.00--2.151.28\*\*1.07--1.551.060.78--1.46*Community characteristics* Percentage of single-parent families in community (%)  Q1 (7.54--9.59)0.910.57--1.470.940.54--1.630.51\*\*0.37--0.710.58\*0.37--0.91  Q2 (9.94--10.99)1.020.70--1.471.050.67--1.670.79\*0.64--0.960.800.55--1.16  Q3 (11.00--11.78)2.33\*\*1.61--3.372.39\*\*1.49--3.820.69\*0.54--0.870.770.52--1.14  Q4 (11.86--16.17)RefRefRefRef Percentage of university graduates in community (%)  Q1 (28.21--38.48)2.66\*\*1.69--4.192.67\*\*1.54--4.620.890.65--1.220.860.55--1.36  Q2 (25.14--26.98)0.970.70--1.330.930.61--1.420.920.78--1.090.910.63--1.32  Q3 (22.70--24.13)1.75\*\*1.19--2.571.64\*1.00--2.680.77\*0.61--0.980.750.49--1.14  Q4 (12.83--21.11)RefRefRefRef*ZINB* zero-inflated negative binominal, *DMFT* decayed, missing, and filled permanent teeth, *CI* confidence interval, *Q* quartile^a^Odds ratio for being an excess zero DMFT (0 or ≥ 1) of the group in interest against reference group, holding other variables constant^b^Incidence rate ratio for change in mean DMFT (≥ 1) of the group in interest against reference group, holding other variables constant\**P* \< 0.05\*\**P* \< 0.01

Table [4](#Tab4){ref-type="table"} summarizes the results of adjusted odds ratio (OR) and incidence rate ratio (IRR) obtained using the ZINB regression model. The ZINB regression combined the model of subjects with zero count into the logit model and subjects with over zero count into the count (negative binominal) model, which enabled the estimation of the risk of caries prevalence (DMFT = 0 or not) in OR and caries severity (increase in mean DMFT score) in IRR simultaneously \[[@CR26]--[@CR28]\]. For the multilevel ZINB model, intercept variances of the random effects of the zero-inflated model and count model part were 0.036 and 0.056, respectively. Children attending schools that had allocated time for after-lunch tooth-brushing showed higher odds of an excess zero DMFT status (OR = 1.63, 95% CI = 1.19--2.21, *P* = 0.002 in the single-level model and OR = 1.47, 95% CI = 1.00--2.15, *P* = 0.049 in the multilevel model). The school environment showed an inverse association with DMFT score in the single-level count model, which was not seen in the multilevel model. In the count model part, a lower consumption of sweet snacks per week (≤ 2 days) was associated with a decreased mean DMFT score (IRR = 0.80, 95% CI = 0.69--0.93, *P* = 0.004 in the single-level model and IRR = 0.84, 95% CI = 0.72--0.97, *P* = 0.019 in the multilevel model) as compared to a higher frequency of consumption of sweet snacks (≥ 3 days). With regard to the community characteristics, Q3 for single-parent family quartiles and Q1 and Q3 for university graduate quartiles showed higher odds of an excess zero DMFT status both in single-level and multilevel models. Conversely, Q1, Q2, and Q3 for both single-parent family and university graduate quartiles showed decreased mean DMFT scores in the count model as compared to the reference group, although the results were not statistically significant in all cases. Children's gender and use of a toothpaste with fluoride had no significant influence, as analyzed using either bivariate analysis or the ZINB model.

Discussion {#Sec8}
==========

This study described the status of dental caries in the permanent teeth of 5th-grade students attending HPSs and analyzed its relationships with their lifestyle behaviors, supportive school environments, and community characteristics. Some lifestyle behaviors showed a relationship with the status of dental caries, and school-based environment for tooth-brushing after lunch was associated with a higher OR of children with zero DMFT.

The school environment survey revealed that all the schools had water taps in each of their classrooms, and this study focused on Japanese schools that aimed to improve their environmental hygiene as one of their healthy school strategies. A physical environment (water taps in every classroom) is an important component as a tangible aspect of the HPS program. This study investigated both the tangible (water taps) and intangible (tooth-brushing time) aspects of HPSs and showed their relationship with the status of dental caries in children. Even in some schools that had not allocated school-wide brushing time, they had other programs such as school-wide mouth rinsing or classroom-based tooth-brushing after lunch. A positive attitude toward oral health promotion is already quite well established among schools in Ichikawa city, and this study adds further evidence of the school-based environment to encourage brushing to improve children's oral health status.

The associations between the status of dental caries in children and the community-level SES were addressed in this study. Associations between SES characteristics and prevalence of dental caries at the prefectural level have already been reported in Japan \[[@CR29], [@CR30]\]. However, dental caries by school- or local district-level SES had been scarcely addressed in Japan. This study aimed to enable stakeholders of schools or local municipalities to consider more focused implementation of children's oral health programs according to each school's background and their areal socioeconomic environment.

No significant influence of children's gender on DMFT status was identified in any of the analyses, which is consistent with previous reports \[[@CR31], [@CR32]\]. In addition, no significant influence was identified in the use of a toothpaste with fluoride. A previous review showed that the use of a fluoride toothpaste for caries prevention was only significant for toothpastes carrying maximum or higher fluoride concentrations than those approved in Japan at the time of the study \[[@CR33]\]. Few Japanese studies have shown an association between topical fluoride application and caries status in children \[[@CR10], [@CR34]\]; however, artificial tap water fluoridation and mass topical fluoride application were not implemented in Ichikawa city at the time of the study.

The national average of caries prevalence of school children in Japan has been declining since the last 30 years \[[@CR35], [@CR36]\], and in particular, in 5th-grade children (i.e., from 64.1 to 53.9% between 2008 and 2013) \[[@CR37]\]. Caries prevalence in the children in this study might have decreased irrespective of the tooth-brushing program in elementary schools. However, the children in this study had a lower caries prevalence than that reported in other studies in Japan \[[@CR38]--[@CR40]\].

This study showed higher mean DMFT scores among children with DMFT \> 0 in schools that had after-lunch tooth-brushing time than in those without it; single-level ZINB regression predicted a higher IRR of mean DMFT scores among children in schools with after-lunch tooth-brushing time than those in schools without it. There were only 10 children with DMFT scores over 7 (including 6 children from schools with after-lunch tooth-brushing time and 4 children from schools with no such allocation) between 2008 and 2013 (Fig. [1](#Fig1){ref-type="fig"}). Some schools might have implemented the tooth-brushing program based on the high prevalence or severity of dental caries in children in their school. When a longitudinal study to evaluate influence of school-based environment and programs is conducted, adjustment by the status of dental caries at the baseline or standardizing by the prevalence of dental caries by school at baseline is required.

There are several strengths in this study. The study examined the permanent teeth of children in the 5th grade, which is in late mixed dentition period. This allowed the construction of a discussion on the relationship between school environment or programs and the status of dental caries, because permanent teeth generally appear from the age of 6 years, which is the age that children begin to attend school. The association between the status of dental caries of permanent teeth and school environment exposed by the children is worthy for discussion. Data were collected from multiple sources and combined them for a comprehensive analysis, based on long-term experience of HPSs with activities for promotion of oral health. The findings of this study serve as useful information for other communities focused on the promotion of children's oral health. Another strength of this study is the use of the ZINB regression. When modeling count data with many zeros such as DMFT, a zero-inflated model should be considered to avoid the estimation parameters \[[@CR27], [@CR28]\]. The ZINB regression was shown to be the best fit for this study to obtain informative outcomes with regard to the children's oral health status.

There are some limitations in this study and the results should be interpreted carefully. The number of permanent teeth among the subjects who were aged 10--11 is smaller than that of older age children; therefore, the prevalence of dental caries of permanent teeth presented in this study is age specific. The results of DMFT status should be interpreted carefully to generalize to children of all ages. The analysis is a cross-sectional design, although data derives over 6 years; therefore, the results are not able to address causal relationships. To clearly address the effectiveness of school-based oral health programs, a longitudinal design is recommended. Oral health checkups and lifestyle questionnaire surveys were conducted in randomly selected schools every year, and therefore, systematic chronological analysis of data by schools was not possible. Data on community characteristics were obtained from the National Census and allocated to school district-level to represent socioeconomic characteristics by school areas; therefore, socioeconomic indicators in this analysis represent characteristics by school areas but not by individual child.

This study highlighted the existence of children with severe DMFT scores, as a previous study from Japan raised this concern \[[@CR38]\]. In addition, this study revealed the relationship between lifestyle behaviors, such as skipping of breakfast, and the status of caries in children, although no significant association was shown in the regression analysis. As a severe status of caries and lifestyles at home often reflect other social aspects or family environment \[[@CR41], [@CR42]\], further studies considering the overall lifestyles of children and attitudes of caretakers \[[@CR11]\] are required.

Conclusion {#Sec9}
==========

The findings of this study indicated that even among children in Japan, where the prevalence of dental caries has already declined, the school-based environment supportive of tooth-brushing was associated with a zero DMFT status in children. Higher SES of the communities, where the school is located, were also associated with a zero DMFT status in children. Further school-based efforts considering the socioeconomic characteristics of the area warrant attention for promoting children's oral health.
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